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NOTICE OF DESIGNATION AS INDEPENDENT CONTRACTOR PURSUANT TO RL.G.L. §28-29-17.1

PLEASF READ QTHER SiDE

WARNING
No one can force you to sign this form. When you sign this form you are stating that you are an
independent contractor and In the event of injury, are not entitled to workers’ compensation
benefits. :

*(Name) Soc, Sec. No.

* Business Name ' FEIN

* Address Business Licanse No.
Date of Birth

| deciare that | am an Independent contractor pursuant ta R...G.L. §28-29-17.1 and, thersfors, | am not sligible
for nor entitied ta Workers' Compensation benefits pursuant to Tile 28, Chapters 29-38, of the Warkers'
Compensation Act of the State of Rhode Island for Injuries sustained while working as an independent
contractor for the hiring entity named below. This designation will remain in effect whie performing services for
the named hiring entity or untl a withdrawal of designation as independent contractor form is filed with the
Department of Labor and Training. - : -

* Hiring Entity Name g‘me OF’E (--_ . Soe, Sec. No.
* Address__ CAPTOC MLl FEIN
Phovivenuz, P\ 02408 Bus. Licansa

Waming! This form is for purposes of Workers’ Compensation only and completion of this form does
not mean that you are an Independent Contractor under the rules, regulations or statutes of the Intarnal
Revenue Service or the R. . Division of Taxation. Information on this form will be shared within the
Department of Labor and Training, the R. |. Division of Taxation and the Intemnal Revenue Service.

Independent Contractor:

Signature Date

A hirng entity that knowingly assists, aids and abets, sclicits, conspires with or ccerces an employee to
misrepresent the employee's status as an indepandent contractor may be subject to criminal prosecution under
Rhode Island General Law §28-33-17 3.

* This information is available to the public including the Hiring Entity’'s Workers’ Compensation
Insurance Carrler. '

FORM IS NOT VALID UNTIL RECEIVED AND DATE STAMPED BY THIS DEPARTMENT.
For a dated racsipt copy, includs a copy with the onginal sant to the Department of Labor and Training with a SELF-

ADDRESSED STAMPED ENVELOPE. The original and copy will be date stamped. The original will be retzinad for our
filas, The stamped copy will be returnad in the envelope provided.




